MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH .m
DO NOT w:::*““‘"." °r puBL‘:W:I':;;TD.‘:I?:::D“_'i_j_‘;_ﬁ__ﬁlmary Registration District No. fQ_L_leglmu‘l No. [MSBW i iﬁ;

ON THIS STUB NDED

1. PLACE OF DEATH 2. UsuaL ENCE (Wher deceasad "ﬁd 4 Inm Ion Residence before
2. COUNTY n a. STATE 8830ury, counry Heynm adminsion)
II‘O

b. CITY (If owajde corpprate limits, glva TOWNSHIP only) Legeth of stay in 1b
OR Ti“on"ﬁon 'i

V5 300
Rev. 4/59

€. Iraide Limits
own Blllngton Yedt] No O

¢. FULL NAME OF (I T in pital, glvu I ation) Inside Limils d. STREET {If outsids, give location) ] Resids on Farm
e St." MaFys Hospltal |.g wp| “* Ellington, Mo. 0 e B

3. NAME OF DECEASED Firat Middle Lost 4. DATE Month Yeor
OF ]_%3

{Typn or print) J d c oSm
ohn Anderson ol eman "\
5. SEX &6. COLOR OR RACE 7. Matried ] Never Marriad [J O A9 AGE llﬂb& 2y) DE IF UNDER 24 HR
Widowed X Divorced [J 3—02&:15 ?C. .EH Auﬂh, 29“ Hours l Min,
: [ l
10a. USUAL OCCUPATION (Give kind of work done | 10b. KI?BOE'%’[?_NESS OR INDUSTRY Ih BIRTHPLACE (Cnry wiate or country) [ 12, CITIZEN OF WHAT COUNTRY
during mon of working llfe, even If retired) eyno Qe MO. U. 3 oA,

ar 13b. MOTHER'S MAIDEN NAME T4. NAME OF HUSBAND OR WIFE
Wfffifam Waellace Coleman Lydia Carter " Dec'd,
15. W, DECEASED EVER IN U.5. ARMED FORCES? 17. INFORMANT Addres

[Yes, ndN@ unknown)| (If yas, give war or dates of serv Ru thﬂ COWj.n L Ellington, MO .

. -
18. CAUSE OF DEATH (Enter only one causs per line for {a), snd . INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY, . ONSET AND DEATH

IMMEDIATE CAUSE {a)

"oy 70

20900

DATE AMENDED

13e.

DOCUMENT

which gave rise to
abova cnvnnd(i),
stating the u

lying causa last

‘ ’/
f ‘£ /ﬁ
Condltlons, If lny,} DUETO (b} K igef? ey e .

¥ 1
o N7 /57'425

PART H. OTHER SIGNIFICAN'I' CONDI'IIONS CONTRIBUTING TO DEATH but not related to the terminal PART IIl. If decessed was femala was
disaase condition given in PART § {a) thers & pregnancy in lest %) deys

T ' ID Yes O Neo l O Unknown
19. WAS AUTOPSY 208. ACCIDENT 5U|CD|DE HOMDIC'DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
O

PERFORMED?
ves( NORR

20c. TIME QF Houl Month, Day, Year
INJURY a.m,

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

p-m.

20d. INJURY OCCURRED 200. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK farm, factory, street, office bldg., aic) .
NOT WHILE AT WORK O

MEDICAL CERTIFICATION

e vow St oD D=
. and 1o the, of my knowledge; from the cmses steted.

. PATE §i

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

g

10

{fL~; ()
A'I'ERECD n\'L i . |28 REGISI'RAR‘SSI "7 I

L 130 . 4 1‘

8Y AFFIDAVIT OF

ITEM NO.




e -

STATEMENT BY LICENSED EMBALMER ’ =

| hereby certify that the body whose name is recbl:ded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No._-
working under my personal supervision.
[

Student

Signature of Student Embalmer

Note: The above MUST BE SIGNED. BY THE LICENSED EMBALMER in

with the above constitutes grounds for revocation of licensé).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting. . =
If this body is not embalmed, fact should be so stated above. .




